Older-adults are a priority within policy designed to facilitate healthy lifestyles through physical activity. Golden Goal is a pilot programme of physical activity-led health improvement for older-adults 55 years and older. Activities were delivered at Burton Albion Football Club. Sessions involved weekly moderate-intensity exercise sessions including exer-gaming (exercise orientated video-games), indoor bowls, cricket, new age curling, walking football, and traditional board games and skittles. Secondary analysis of data collected through the original programme evaluation of Golden Goal investigated the impact of the intervention on participants. Older-adults completed self-reports for demographics, health-screening/complications and quality of life. Attendees, n=23 males (42.6%) and n=31 females (57.4%) with a mean age of 69.38 (±5.87) (n=40), ranging from 55-85 years took part. The mean attendance was 7.73 (±3.12) sessions for all participants, (n=51). Older-adults with two or more health complications (n=22, 42.3%) attended fewer sessions on average (6.91 ±3.322) compared to those reporting less than two health complications (8.65 ±2.694).
Introduction
Older adults (OA) have been identified as being at risk from a range of chronic conditions. 1 It has been suggested that physical activity (PA) interventions have the potential to reduce the impact of these conditions on OA, 2 and this is reflected in key PA policy and guidance. 3 In doing so, this guidance highlights the importance of adopting a multi-sectorial approach in providing PA opportunities for OA. With those thoughts in mind, professional sports clubs have been recommended as one vehicle for providing lifestyle-based health improvement programmes. Johnman, and colleagues have suggested that delivering lifestyle programmes in professional football clubs for fans and local people are an important contribution to the social and public health of individuals and communities. 4 This includes OA, who have been specifically targeted through health improvement programmes delivered in, Premier and Football League clubs. 5 Chronological definitions of ageing do not always accurately reflect the diversity that exists amongst OA. Variations in functional capability and a host of complex needs mean there is a multiplicity of categorisation possible across the OA spectrum. Yet OA have previously been referred to as 'adults over the age of 50 years'. 6 More recently, definitions have shifted to embrace a relative component of ageing and guidance 7 provides a more helpful and detailed framework for defining OA based on their PA needs and does so using three categories. life. This framework is especially important, given the range and complexity of health issues and determinants that OA participants can encounter when initiating and maintaining PA. 8 Deteriorations in cardiovascular and metabolic health, 9 low functional capacity, 10 social isolation, poor mental health 11 and cognitive decline 12 represent potentially injurious health consequences of unhealthy ageing which can restrict PA. Yet, a persuasive evidence-base supports the role that PA can play in preventing and/or managing the effects of these conditions. 13 Despite the compelling case made for PA in both research and policy, at times it remains challenging to deliver PA-based programmes within the National Health Service (NHS) as it attempts to deal with reductions in government funding 14 and rising healthcare costs. 15 Worse still, OA can now experience increasing financial pressure resulting from existing ill-health 16 and at the same time, some bespoke preventative health services have been withdrawn. 17 This holds particular consequences for many lone OA who report facing difficulties in finding and negotiating their own support to continue to live independently. 18 Existing evidence highlights the beneficial effects of PA, 19 yet meeting recommended PA levels are rarely achieved. 20 OA are encouraged to accumulate at least 150 minutes of moderate intensity activity per-week or around 30 minutes activity on most days of the week.
This can be performed in sessions of 10 minutes or more. For OA who are habitually physically active, similar benefits can be achieved through 75 minutes of vigorous intensity PA or a combination of moderate and vigorous PA over the course of a week. Importantly, OA should also undertake activities that help to improve muscle strength on at least two days a week and reduce the amount of time they spend being sedentary. 21 However, current PA levels in OA are a matter for concern, with participation rates declining as age increases.
Reports based on the previous PA recommendations indicate around 20% of men and 17% of women 65-74 met recommended guidelines. 22 Further, activity reports based on the accelerometery data collected from the 2008 Health Survey for England show that women aged 75+ achieve two minutes of moderate-vigorous physical activity per-day. While for men aged 75+, the time spent in moderate-vigorous PA per-day is as little as five minutes. 23 Given the gap between the PA recommendations and existing behaviour, it is unsurprising that OA report facing significant challenges when attempting to adopt and/or sustain PA participation. Declining PA levels and poor diets make a significant contribution to unhealthy BMI; moreover, overweight OA can be significantly less active than their 'normal' weight counterparts. 24 Further, low self-efficacy, a lack of social support 25 and perceived environmental factors 26 can also combine -or act in isolation -to inhibit participation.
Research shows that perceived barriers for outdoor PA participation precede a decline in the mobility levels in community-dwelling OA. 27 The same evidence base highlights the need to address the concerns of OA regarding safety, distance and access to PA facilities. Further, research supports the notion that maintaining functional capacity is likely to be critical for the mental well-being of many OA, 28 as a degree of community mobility is essential for independent living. 29 This complex array -and interplay -of factors indicate the scale of the challenge faced by deliverers attempting to encourage OA to adopt and maintain PA.
OA have been 'targeted' as a group for health improvement through health and PA strategies, both in the UK 30 41 Importantly, some participants reported that they did not engage in health improvement interventions led and delivered in traditional healthcare settings. 42 These two examples demonstrate the potential of football based, PA-led health improvement programmes for reaching and facilitating changes in the health behaviours of OA.
National guidance recommends that behavioural health interventions are evaluated, in order that their impact is assessed and deliverers learn about the effects of such schemes. 43 This is particularly important, given that to the best of our knowledge, there is a paucity of peer reviewed studies assessing the effect of football-led health-improvement programmes delivered in English football league clubs and aimed specifically at the engagement and health-improvement of OA. With those thoughts in mind, this study set out to investigate the demographic and health profiles of participants attending Golden Goal (GG), a pilot programme of PA-led health improvement for OA delivered by Burton Albion FC. This case study of practice was undertaken using a secondary analysis of data collected as part of a previous local evaluation of the GG programme.
Method

Intervention context
Burton Albion FC are located in the town of Burton in East Staffordshire in the English East
Midlands and which has a population of 113,583; 19,131 (16.9%) are residents of retirement
age (65+). Data on deprivation shows that East Staffordshire has 70 Lower Layer Super
Output Areas (LSOAs -a measure of deprivation). 44 Consistent with this, adult male life expectancy is lower than the English average in 13 of the 21 wards within East Staffordshire, 45 while the numbers of hip fractures in the 65+ age group exceed the national average. 46 Further, local assessment of health needs highlighted a lack of awareness in OA, of the role of diet and PA in preventing and managing cognitive conditions such as dementia. 47 Local health plans for area over the next four years have endorsed the importance of PA promotion for the purposes of health improvement 48 including those linked to unhealthy ageing. In line with national guidance 49 local health needs assessments supported the requirement for preventative health improvement activities for OA and this was the basis for the GG programme.
Building on the governmental aspiration to generate strong local health partnerships, GG was conceived to address the health needs of OA identified locally. The programme resulted from the combined efforts of Burton Albion Community Trust (BACT) -(the community arm and registered charity of Burton Albion Football Club) -along with local partners and builds upon the concept and novel Extra Time project to reach OA. 50 To manage the often diverse and complex health needs of OA, 51 the GG programme aimed to promote positive physical and social opportunities to local participants through a diverse PA-based programme.
Considering public health guidance, 52 which recommends that deliverers provide a range of mixed exercise programmes of moderate intensity in local venues, PA sessions were offered on a weekly basis at the Pirelli Stadium, home to Burton Albion FC. All activities were provided by BACT members of staff with a range of sports coaching qualifications and experience working on community engagement programmes. Activities included exergaming (exercise orientated video-games), indoor bowls, cricket, new age curling, walking football, alongside traditional board games, bingo, table tennis, zumba and skittles. A diverse range of PA options were provided to cater for participants with different interests, fitness levels and abilities. It should be remembered that it is possible for some OA to become at least moderately active through small amounts of PA. As with other community PA interventions aimed at OA 53 participants were recruited through a range of local partners and media, including healthcare agencies, the local authority sports development service, local elderly care homes and charities. Adverts were also placed in the local press and club media.
The programme was funded by an 'Award for All', a National Lottery grant and forms part of the BACT community engagement plans. 54 To assess the impact of the programme, a service level evaluation was commissioned by the BACT from a local evaluator.
Instrumentation and ethics
Ethical clearance was secured from the research ethics committee at Leeds Metropolitan University to perform a secondary analysis of the data that was collected as part of the original programme evaluation. OA had completed pre-intervention self-report measures at first point of contact. These were usually performed at participant inductions to the programme of GG events. Drawing on approaches and methods established for audiences with low health literacy 55 questionnaires were completed for demographics (age, gender, post code) and for health screening. The EQ-5D is a quality of life questionnaire and was used within this study, due to its applicability with older populations, providing a simple descriptive profile and a single index value for health status. 56 EQ-5D includes a vertical visual analogue scale (VAS), which shows 100 as a participant's 'best imaginable health state' and 0 as being their 'worst imaginable health state'. EQ-5D has been used widely, 57 including with OA at risk of CVD 58 and OA with mobility impairments. 59 It has been reported that the measure compares favourably to other similar measures of quality of life. 60 In this study, EQ-5D was administered both pre-and post-12-week intervention. Registers were also used to measure attendance at the weekly sessions. All data were collected by the health coaches/instructors who led the activities, and who had been trained by the original evaluator on how to collect the data and to conform to ethical requirements.
Analysis of the data
Following data preparation, descriptive statistics were used to determine demographic breakdowns and pre-intervention profiles. Independent t-tests were used to assess for mean differences in attendance and EQ VAS scores by gender. Mann-Whitney U tests were used to examine differences between attendance rates in participants reporting less than two and two or more health complications. Pre vs. post intervention changes were assessed using crosstabulation and analysed using Wilcoxon signed rank tests (Z). For all inferential tests, a p value of 0.05 or less was taken to be statistically significant. All analysis was performed using the Statistical Package for Social Science (SPSS) version 20.
Results
Demographic profile
Within this pilot project disparities were found in the response rates to the questionnaire for the different variables, Table 1 shows the extent of this loss of data. In total N=54
participants engaged the evaluation of GG and provided data for analysis. sessions. These differences were not statistically significant t(49)= 0.333, p=0.741.
Insert Table 1 Pre-intervention health screening profiles
At pre-intervention screening, more participants reported having 'less than two' health complications (57.7%) compared to participants reporting 'two or more' (42.3%).
Participants with 'two or more' health complications averaged fewer attendances (6.91 ±3.322) than those reporting 'less than two' (8.65 ±2.694). This difference was not significant (U= 208.500, p=0.073).
EQ 5D questionnaire profiles
Results for the EQ 5D quality of life questionnaire are shown in the following tables. Table 2 shows that the majority of participants (83%) reported no problems with mobility at preintervention. This was mirrored at post intervention with 80.9% reporting no problems with mobility. Statistical analysis revealed no significant changes from pre to post intervention (Z= -1.000, p=0.317).
Insert Table 2 Table 3 shows that the majority of participants (91.8%) reported no problems with self-care at pre-intervention. There was no change in scores at post-intervention and statistical analysis revealed no significant changes from pre to post-intervention (Z= 0.000, p=1.000).
Insert Table 3   Table 4 shows that the majority of participants (87.8%) reported no problems undertaking usual activities at pre-intervention. There was little change in scores at post-intervention.
Statistical analysis revealed no significant changes in ability to perform usual activities from pre to post intervention (Z= -1.000, p=0.317).
Insert Table 4   Table 5 shows that the majority of participants (68.1%) reported no pain/discomfort at preintervention. At post-intervention this figure dropped to 59.6%. Statistical analysis revealed no significant changes in pain/discomfort from pre to post-intervention (Z= -1.414, p=0.157).
Insert Table 5   Table 6 shows that the majority of participants (83%) reported no anxiety/depression at preintervention. At post-intervention this figure improved to 87.2%. Statistical analysis revealed no significant changes in anxiety/depression from pre to post-intervention (Z= -
1.414, p=0.157).
Insert Table 6 Results from the EQ VAS question suggest that pre-intervention scores were high (84 
Discussion
Our case study investigated the impact of GG, a pilot programme of PA-led health improvement for OA delivered in Football League Division 2 club, Burton Albion FC.
Demographic and attendance profile of older-adults participating in Golden Goal
Key findings support the potential of professional football clubs for recruiting both male and female OA into health improvement schemes, suggesting programmes centred in these settings can be acceptable to both men and women. The GG pilot project recruited a diverse age group with different health and PA needs, including, participants both entering old age and in the transitional stage of ageing. 61 Moreover, recruits attended almost two thirds of scheduled sessions. Adoption outcomes for GG are important, as both these categories of OA have been identified as important in public health guidance. Further, the GG programme of activities play an important role in helping OA to initiate and/or maintain their existing activity levels as recommended in such guidance 62 as well as in local PA strategies. 63 Concerns have been expressed over how to recruit older men into community health improvement programmes 64 and research has shown that female attendees can outnumber their male counterparts as much as 2:1. 65 In comparison, attendance ratios at GG differed considerably. Notwithstanding a low level of overall recruitment from an evaluation perspective, once engaged, older male attendees were no less likely to miss a session than women. Importantly, male recruits reported lower initial self-rated health when compared to
females, yet these outcomes were less divergent post-intervention. Results support the notion that older men will attend health improvement programmes when these are deemed acceptable to them, including those delivered in professional football club settings as reported elsewhere. 66 Similarly, locating a programme of physical and social activities in a professional football club was not a barrier to the engagement of female attendees. PA provision like that shown in GG, offers OA the opportunity to attend activities with their partners and/or in mixed gender groups of friends. Further, supportive social networks that can be generated by such programmes are important in facilitating the maintenance of OA PA levels and recommended in guidance.
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Health profiles of older-adults participating in Golden Goal
Results also indicate, the intervention attracted a relatively healthy cohort who typically reported few health complications. Those reporting fewest health complications were more likely to attend a greater number of activity sessions than those reporting multiple complications, which could imply that health problems can limit participation in PA.
Existing guidance indicates that OA can be fearful that PA may act to worsen existing health conditions 68 and GG recruited a substantial minority of OA reporting health complications.
Men also reported lower self-rated health when compared to their female counterparts. Given that PA can help manage a number of chronic conditions as previously discussed, the recruitment of these constituents to the programme is an important public health outcome.
Owing to the absence of PA data, we have no means of confirming that GG-related PA initiated new activity or if the programme replaced existing PA modes. This limitation means that the programme cannot confirm having reached the inactive priority groups identified highlighted in the local evidence base. 69 That said, there is Public Health value in maintaining the PA levels of 'already-active OA' and both National guidance 70 and local health strategies identify the importance of recruiting groups with a range of PA levels, not solely inactive OA into PA programmes. 71 This is because active participants not only create an activity group for others to join, but also can model PA participation for others and support those individuals who are new or returning to PA.
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Intervention design and impact on adoption profiles
Including a process evaluation that involved participants would have helped to confirm the extent to which the design of the programme influenced engagement profiles. In the absence of this, the deployment of four key, intervention design characteristics may help to explain the engagement profiles seen in this study. Firstly, delivering activities within the Pirelli Stadium (home of Burton Albion Football Club) could have been considered to capitalise on its visibility and it being a local and familiar setting for local potential participants. 73 Secondly, providing a range of exercise modes and delivery options appears to offer an advantageous approach to recruiting and catering for a diverse range of OA with different PA interests and levels of ability. 74 Thirdly and contrastingly, more attention may have been paid to establishing informal social interaction, so as to enhance both levels of recruitment and engagement in the programme. This includes the use of captive audiences and social networks for reaching those hard-engage OA, including sedentary and BME participants through 'word of mouth'. In the interventions we featured earlier, a number of clubs performed outreach work with BME groups and these offer potential routes for clubs to connect with these constituents. 75 Fourthly, the provision of PA in a fun, flexible and enjoyable form appears to influence recruitment and maintenance and is an important design consideration. 76 Finally, it is also important to reflect on the scale of this pilot intervention versus the numbers of recruits achieved by the more prestigious clubs -and better funded health evaluation -associated with the Premier League Health programme. 77 It is unclear whether the prestige, the 'club badge', funding or recruitment approaches were key issues in effecting lower level recruitment into the GG programme, even allowing for the widespread local need for improving the PA and health profiles of OA. As such, further investigations are needed and form the scope of future research activity on this intervention.
Important considerations for promoting physical activity with older-adults
Guidance informs us that OA participants are likely to have a diverse range of PA profiles and present with varied needs and to a degree, this has emerged in this study. New commissioning arrangements in Public Health raise the possibility that more commercial and not-for-profit providers, including professional football clubs will be seeking to offer health improvement opportunities for specific groups with distinctive health needs linked to lack of PA. Considerable work may be needed to prepare these staff for ensuring that this workand any investment that supports it -makes a genuine contribution to better Public Health. 78 Inactive and OA suffering from health problems face challenges in becoming active. As such, the recruitment of these individuals is likely to be challenging to both the participants and providers of health improvement programmes. Those staff involved in the delivery of health improvement programmes in football clubs will need to be well prepared to recruit build. It is recommended that the needs of different groups of OA are carefully plotted against the design and the delivery of interventions aimed at meeting these needs. 80 In doing so, it is fundamental to involve OA and where appropriate their careers and supporters in this process for a number of reasons. 81 Firstly, they will provide important insights on how to identify needs, plan, implement and evaluate PA and health improvement interventions.
Secondly, they can build a picture of the complex interplay between the determinants PA participation. Many of these factors may seem unimportant to providers with limited experience, either in promoting PA or working with OA. Needs assessment is an on-going process and delivers should take the opportunity to consult with the captive audiences of OA as interventions 'get under way', as well as speaking to those whose attendance 'drops off'.
In reality, such approaches provide invaluable information for shaping the delivery of bespoke health improvement programmes for potential participants, including OA 82 and those groups reported as 'hard-to-engage' in health interventions.
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Limitations and strengths of this research
The limitations emerging from this study, including those inherent in the original programme evaluation strategy signal the need for further learning and provide important 'take away' messages. Earlier collaboration in the evaluation process would have reduced the impact of these factors. In line with guidance, findings endorse the importance of engaging appropriate evaluation skills at any early development stage. Nonetheless, these limitations provide valuable considerations for the development of future monitoring strategies, including those used in GG and other football-led health improvement programmes. Limitations include the use of self-report data, which was collected for a period of 12 weeks. A longer time periodcloser to six months -is needed to identify the impact of the programme on sustaining both engagement and PA levels. Other limitations include the lack of 'blind' data collection (where independent evaluators collect data). While this is recommended, and will heighten data quality, it is not always possible in partnership evaluation designs which may predominate in community-based evaluations. 84 A further limitation was the absence of a measure of PA status, while the inclusion of a simple 'new or replacement' question would have allowed researchers to identify the extent to which recruits were new to PA or were transferring from existing PA participation. Further, the small sample size was also a limiting factor in this study. Strengths included the use of validated instrumentation and a strong desire and commitment on behalf the club, to evaluate and learn from the outcomes emerging from this programme, so that delivery and evaluation strategies could be refined and enacted.
As such, the outcomes emerging from this study provide helpful insights on what and what not to do.
Conclusion
Both male and female OA attended GG, a PA-led health improvement pilot programme delivered in/by a professional football club. The sample appears to predominantly healthy, but those reporting health complexities were also engaged. Participants with two or more health complications attended fewer sessions on average compared to those reporting less than two health complications, while men had lower self-rated health when compared to women. Our paper highlights some of the considerations when planning, delivering and evaluating PA interventions delivered to OA in footballing settings. Further research is needed to explore the potential of professional football clubs in engaging inactive OA into health-improvement programmes, including changes in health profiles and an understanding of what makes such programmes acceptable to different groups of OA. Tables   Table 1: The total number and percentage of participant's response rates to each variable 
